The answer to the question 'Can medical practice be free of risk?' is obviously 'No': risks are inherent in any discipline where uncertainties are frequent and decisions often taken on the basis of probabilities. Doctors appreciate this and understand odds, and it has been said that the same is true of patients nowadays because so many of them do the pools. At first sight this seems likely, but it is possible to put the opposite view: namely, that no one in his senses, if he understands the laws of chance, would ever waste time and money in this way.
It has also been asked whether medical practice is likely to become free of risk. The answer again is 'No', because uncertainties will always remain with us. Can it be made safer? 'Yes, to some extent', both for patients and for doctors, and often what are improvements for one will help the other. Nevertheless, it is impossible to cover every conceivable eventuality, partly because of lack of resources and partly through sheer lack of time. An analogy with air travel is relevant to resources: the chance of death in a crash may be one in a million, and this probably could be reduced if more airports were opened and safer fuel and more modern aircraft used. However, fares might then be doubled, and most people prefer to take the present risk. Similarly, if vastly more money were put into the health service, other government expenditure would have to be cut and/or taxation raised.
The following suggestions and information are related to better patient care in hospital.
Reducing risks to patients Improved rapport Time was when a good outpatients' sister prevented many mistakes, but too often now a chit of a girl, and rarely the same one, stands wooden-faced, clearly thinking more of her coffee-break than of the fascinating history which the patient is telling. A more senior nurse in outpatients, where most mistakes in general medicine occur, would greatly improve matters, and a good sister is a far better insurance against error than the computerized automatic reminder system. Patients would be helped, too, if there were a better understanding between doctors and other members of the paramedical staff, e.g. physiotherapists and psychologists. More time might possibly be available for an individual patient if the 'structured interview' (to be filled in before seeing the doctor) was used, and this is probably of more use in certain disciplines, e.g. gastroenterology, than in others.
In this egalitarian society consultants are not as clearly the leaders of the team as they were 20 years ago, which can irritate them. It can also have an undesirable effect: the patient does not know where to turn for a final decision.
However, there is nothing new in doctors being unpopular. In the 3rd century BC Philemon the Younger wrote: 'Only physicians and lawyers can commit murder without being put to death for it'. Pliny the Elder, in the first century AD, said much the same thing: 'Physicians acquire their knowledge from our dangers, making experiments at the cost of our lives. Only a physician can commit homicide with complete impunity'. In fact, the Roman law did have very specific, albeit limited, provisions for seeking redress against the deceitful, negligent or incompetent physician (see Amundsen 1977) .
On 'rapport' we might take a lesson from the quacks, against whom legal actions are diconcertingly few. The one skill that the quack has is the ability to establish and maintain rapport with his patients, and so malpractice suits are rare even though skill is at a minimum (Vaccarino 1977) .
Handing over of duties Improvement here is greatly to be desired, particularly at week-ends; time should be allowed for the handover and the seriously ill patients discussed thoroughly. In the Services and in nursing there is a definite routine, and it would be good practice to instil a similar discipline into the young doctor before he rushes off to catch a girl or an aeroplane.
Junior-senior liaison
In the good old days housemen regarded their patients as their personal responsibility seven days a week, and when in difficulty they telephoned straight to the chief. No one suggests, with the increasing complexity of medicine, that the chief will now always know more than the senior registrar, but most consultants do like to be kept informed about what is happening. Nothing is more irritating than to be told by the houseman or sister on a Monday morning that one of one's patients has died over the week-end: 'Too bad, wasn't it? I was off duty of course'.
Medical Services Study Group
The Royal College of Physicians of recent years has done much for the public health by working party research. Thus it has produced reports dealing with various aspects of preventive medicinethe hazards of smoking, the benefits of fluoridation of water supplies, and risk factors in coronary artery disease.
In May 1977, with the help of the King's Fund, the College decided to set up the Medical Services Study Group, with the aim of improving patient care, particularly in hospitals. One object is to look at deaths in relatively young peopleunder 50 yearsto try to find out the circumstances in which they died. In many cases death is inevitable, but in some, where a more or less standardized therapy exists, it might have been preventable. For example, there are about 200 deaths a year from meningococcal infections; ulcerative colitis and diabetic ketoacidosis are still sometimes fatal; and in spite of anti-D prophylaxis there were about 50 liveborn deaths and 100 stillborn from Rhesus haemolytic disease in 1977, as judged by death certificates.
The aims of the group are essentially fact-, not fault-finding, and much of our time in the first few months was spent visiting hospital groups in several regions to explain to the consultants the collaborative nature of the research. Specialist societies, other Colleges and the Office of Population, Censuses and Surveys were also contacted. It is hoped that the work of the group will decrease risks to patients, since pooled information should be of great value in disorders where an individual doctor sees only one or two cases a year.
What has impressed us so far is the high standard of records and what infinite trouble is taken by hospital staff, not only with patients but also with their relatives. I have always felt that the accusation that hospital doctors did not know the background of their patients was a myth, and I am now even more certain of this.
Reducing risks to doctors Accurate record keeping To be able to show a full and careful record of what advice was given during each visit (or telephone call) -what was discussed and what recommendedis highly desirable. A doctor's testimony that a patient was advised to go to a hospital immediately is much more credible when supported by an entry in the record (see Clinical Obstetrics & Gynaecology Symposium 1977 , Vaccarino 1977 . 'Problem-orientated medical records' have many devotees, particularly because they provide a standardized format which is easy to take in. Informed consent It is not possible (nor desirable) for a patient to know all risks before a procedure, but nevertheless the concept has considerable value in a general way. For instance, a woman might sue an obstetrician if a therapeutic abortion left her still pregnant, but a properly composed preoperation form signed by the patient would obviate this.
A surgical opinion At present litigation in the UK is much less than in the USA (probably because of the National Health Service), but this may not always be the case and not infrequent mishaps such as wound sepsis may attract the notice of the few litigious-minded patients. In the USA, the American Surgical Association (ASA) thinks that the state of affairs is disastrous, malpractice insurance adding about $2000 million to the health bill: '. . . doctors, at best in short supply, are being lost to the community as increasingly they withdraw from clinical practice, and, most damningly of all, there is no evidence whatever that the number of medical mishaps have been reduced' (British Medical Journal 1977) .
In addition to advising periodic assessment of fitness to practise, and peer review, the ASA recommends that lists of compensatable events should be agreed; that 'informed consent' needs better definition; and that the helping individual should be immune from liability -i.e. the Good Samaritan should not be penalized.
Further advice
If things look like going wrong, the opinion of a colleague should always be obtained. This is obvious, and for those in private practice there is additional advice from the USA: 'If there is the possibility of a malpractice suit it is wise not to harass the patient with dunning letters. Payment should be accepted from whatever health insurance plan the patient has, and the balance written off. It is not unusual for a malpractice suit to result from repeated billing of a patient or the turning over of an unpaid bill for collection' (Vaccarino 1977) .
Educating the public Better health education would also reduce the number of patients and give the doctors more time, and the risks of litigation would then be less. The difficulty is that the public, particularly the young, do not seem to want to be educatedcigarette smoking, obesity and seat belts are obvious examplesand in middle age it may be too late. Moreover, there is a 'them and us' relationship, perhaps particularly in evidence in socioeconomic groups 4 and 5. It is of great interest that though these categories were defined in 191 1 on the basis of the occupation of the husband, the standardized mortality rates for nearly all diseases are still much higher in 4 and 5 than they are in 1, 2 and 3, despite the fact that the financial differences between some classes have been reversed. This phenomenon has not been adequately explained and is of extreme epidemiological interest.
Extending the power of the Ombudsman A howl of rage may go up at the suggestion that this would reduce risks to doctors: to extend the powers of the Ombudsman would harm the doctor/patient relationship. 'The professions profoundly believe that this invaluable relationship is likely -nay, certainto be damaged if either party, or both, should constantly be aware of a third party liable to enquire into and criticise the operation of the relationship' (BMA Memorandum 1977/78) . I take the contrary view. If the Ombudsman obtained advice from reputable sourcesand surely he woulddoctors and patients would be defended equally.
Research
It is important not to surround research with so many restrictions that the young shy off it. Lawyers on ethical committees are naturally geared to looking for trouble, but I believe that in this country there has rarely been litigation resulting from a research project. Research is bound to involve an element of risk, but volunteers are willing to accept this if they feel that the investigation is really worthwhile. When we in Liverpool injected our Rh-negative men with Cr51 Rh-positive cells ('Men of Merseyside are Mothers-to-be' ran the Daily Post headline), the volunteers clearly felt that they were helping mankind, and though 'Doctor, I trust you' sounds rather old-world, this is what they meant.
Lastly, it should be remembered that Jenner's research leading to the prevention of smallpoxthe greatest scourge mankind has ever knownwould never have got past a present-day ethical committee, and digitalis would have encountered great problems with the Committee on Safety of Medicines.
Side effects of drugs This is perhaps the most difficult problem of all, and pharmaceutical companies and clinicians are currently engaged in a wide-ranging debate on how to monitor the adverse effects of new drugs. The safety measures in the UK appear to have failed in comparison with those of the Federal Drugs Administration (FDA) in the USA. This organization refused clearance for thalidomide, mainly because it took seriously the first reports of peripheral neuropathy, and it did the same thing for practolol on the grounds that it represented no therapeutic advance on propranolol. In contrast, in the UK the Committee on Safety of Medicines accepted practolol because it did not precipitate bronchial asthma (Lesser 1978) . However, the FDA may be overcautious: it was slow with regard to accepting anti-D prophylaxis, and how many 'Rhesus' babies died as a result?
Hindsight being clearer than foresight, perhaps there should be a standard procedure of compensation for unexpected mishaps where the blame cannot possibly be assigned (see Welch 1975) , and particularly when the original research is long past. One thinks, for example, of vaginal adenocarcinoma arising at puberty in girls whose mothers 15 years earlier had been given stilboestrol in the hope of preventing spontaneous abortion.
One precaution that has been suggested for improving drug safety is to make the company marketing a new product responsible for obtaining reports on adverse reactions on all patients up to a number agreed in advance (Dollery & Rawlins 1977) . A general guideline should be that only in special cases will product licences be granted for new medicines that represent no significant therapeutic advance on those already available (Lesser 1978) .
